and nature of identified needs, extracting their root cause, and assessing them from both a clinical and cost perspective to determine the priority for investing resources. Problem solving involves collaboratively brainstorming around these needs to identify more effective or completely new solutions, and prioritising those with the best business case to put forward. Results: The result is a set of cost-effective and valuable interventions, potentially involving new clinical programs or technologies, and a documented trail of decisions, from initial conversations through to the final outcome. When these tools are applied by manufacturers in collaboration with healthcare professionals, manufacturers can ensure new products are designed to answer true unmet needs, with the appropriate data required to inform purchasing decisions. Conclusion: Approaching infection control from different angles may lead to disruptive interventions that change the face of patient care.
FROM UNCONSCIOUS INCOMPETENCE TO CONSCIOUS COMPETENCE e LEARNINGS FROM A LEGIONELLA OUTBREAK Kathy Taylor
The Wesley Hospital, Toowong, Australia Introduction: In June 2013 the Wesley hospital made the national news because of a Legionella outbreak. The 524 bed private hospital reported two immune-compromised patients had contracted pneumonia whilst they were inpatients at the facility. Investigations revealed the Legionella was in the potable water system of the hospital. Methods: Initially there was a lack of guidelines for the management of legionella in potable or drinking water systems, there were many guidelines for managing legionella in cooling towers, but not a lot of guidance for remediation of a drinking water supply that was infected by Legionella bacteria. External experts were sought to assist the Wesley work towards a safe water supply for the complex water systems within the hospital. There are approximately 3,000 water outlets and 16 kilometres of pipes within the building complex, so initially the remedial work was done with the approach of "curing" the water system of legionella. Results: Australian guidelines for Legionella control in the operation and maintenance of water distribution systems in health and aged care facilities were published in January 2016. Queensland parliament will make compliance with the enhealth guidelines compulsory for all healthcare facilities in Queensland. Part of this compliance is having a Water Quality Risk Management Plan (WQRMP) in place. Conclusion: A multi-level strategic approach is needed for managing Legionella and other water born bacteria within a water distribution network and these strategies now form the basis of the WQRMP for the Wesley. Overall compliance was 69%; highest compliance was observed after a procedure (74%) and for registrars/principal house officers (71%). Barriers included accessibility of hand rub (nZ32) and use of gloves without hand washing (nZ9). In April 2016, 22 interns audited 333 moments (94 MOs). Overall compliance was 80% with highest compliance amongst interns (94%) and after touching a patient or procedure (87%). Inaccessibility of hand rub was low (nZ4); gloves were used without hand washing in 6 cases. Mean compliance in the 14 months prior to each MO audit increased from 62% to 69% (p Z 0.021). Conclusion: MO involvement in training and peer review, combined with individual/team accountability, may contribute to improved HH compliance. Background: In acute healthcare facilities, auditing of hand hygiene (HH) compliance informs quality improvement programs and is a requirement for accreditation standards. However, there is currently no program tailored for use in Australian residential aged care facilities (RACFs). The objective of this study was to review existing methods for assessing HH compliance within RACFs. Methods: Recommendations for monitoring HH in RACFs from World Health Organisation (WHO), the Centers for Disease Control and Prevention (CDC), National Health and Medical Research Council (NHMRC) and Hand Hygiene Australia (HHA) were reviewed. Results: The WHO recommends modification of the '5 moments for hand hygiene' in outpatient settings, with omission of moment 5 in RACFs for auditing of HH in RACFs. CDC recommend process indicators for monitoring compliance in RACFs: auditing one moment, 'after contact with a resident or the objects/surfaces in the immediate vicinity of the resident', without differentiating between staff types. NHMRC recommends use of the WHO 5 moments within RACFs without recommendations on assessing compliance. HHA does not currently recommend auditing in facilities with low staff/ patient activity, and suggests alternative measures of assessing compliance such as staff knowledge surveys, HH technique audits and product placement/availability audits.
GENOTYPING AND GENOME

HAND HYGIENE MONITORING IN RESIDENTIAL AGED CARE: NATIONAL AND INTERNATIONAL PERSPECTIVES WITH RELEVANCE TO AUSTRALIAN FACILITIES
Conclusions: Recommendations and models for assessing HH compliance within RACFs are not uniform. Observational auditing in these settings may be unjustified given the opportunity cost of resourcing. Although CDC process monitoring may be less resource-intensive, limited data are provided for quality improvement. Looking ahead, a range of methods should be piloted for acceptability/sustainability within Australian RACFs. Introduction: Any approach promoting a culture of safety and the prevention of healthcare associated infections (HCAIs) should involve all stakeholders, including by definition the patients themselves. This qualitative study explored the knowledge and attitudes of healthcare workers and patients towards the concept of patient empowerment focused on improving infection control practices. Methods: In-depth interviews were undertaken with patients and staff members from a surgical department of a large tertiary hospital in Sydney, Australia. Thematic analysis was conducted.
Results: There was virtually unanimous agreement amongst the participants that patients should be thought of as a 'stakeholder' and should have a role in the prevention of HCAI. However, the degree of responsibility and or level of system/staff-engagement that the patient could have varied across the responses. While very few of the staff members or patients interviewed had previously been exposed to the concept of empowerment, they were accepting of the idea and were surprised that hospitals had not yet adopted the concept. Staff members expressed astonishment that it has taken hospitals so long to move away from the "traditionally patriarchal model" of health care. However, they felt that a lack of hospital support, time and staffing would be key barriers to the implementation of any empowerment programs.
